evidence of nmeningitis; on the right side, however, the dura was more or less firmly bound down to the cord by a gummatous miieningitis which involved the tenth dorsal root at its exit through the dura and extended downwards as low as the level of the exit of the first sacral root from the cord. The roots were partly freed by dissection and the dura was incised in the intervals parallel to the roots. The wound was washed out with strong perchloride solution, the dura was not sewn, and the external wound was closed. The wound healed perfectly, and antisyphilitic treatment was again resumed. Some improvement in motor power has taken place, but the the sensory loss remains mi-uch the sam-ie.
evidence of nmeningitis; on the right side, however, the dura was more or less firmly bound down to the cord by a gummatous miieningitis which involved the tenth dorsal root at its exit through the dura and extended downwards as low as the level of the exit of the first sacral root from the cord. The roots were partly freed by dissection and the dura was incised in the intervals parallel to the roots. The wound was washed out with strong perchloride solution, the dura was not sewn, and the external wound was closed. The wound healed perfectly, and antisyphilitic treatment was again resumed. Some improvement in motor power has taken place, but the the sensory loss remains mi-uch the sam-ie.
The PRESIDENT (Dr. Beevor) said one rarely found a lesion wlhich picked out certain parts of the cord, from the tenth dorsal to the first sacral, and left the rest of the sacral practically untouchedl.
Case of Heart-block associated with Remittent Atrophic
Paralysis of various Muscular Groups.
By E. FARQUHAR BuzzAIRD, M.D.
C. W., COMMERCIAL agent, aged 47. Family history: His mrlother, a brother, and two sisters died of ml-orbus cordis after 40 years of age, with no history of rheum-latismn. Previous history: With the exception of one slight attack of influenza he has always enjoyed perfect health; no history of syphilis. Novenmber, 1905: began to experience increasing difficulty in ascending steps and in raising himself fromii a seat to the erect position. This was associated with severe cramps in the legs after rest. Christmas, 1905: marked weakness in both shoulders, with gnawing pains in those parts; within a month he was conmpletely incapacitated from work, but during the spring he imiiproved, and by August, 1906, lhe was able to go to the seaside feeling well, free from pain, and able to walk six miles a day. He then became gradually worse again until May, 1907, when some improvement set in once more. February, 1908: the weakness again becanie much mnore marked, and in addition the patient suffered miiuch from-l coldness and blanching of the hands and feet, as well as froIl some dyspncea after exertion. July, 1908: im--provement colmlmenced, and has continued ever since.
Condition at end of September, 1908: W0rell nourished; pale, except for dilated venules on cheeks; hands and feet cold and clammily; capillary circulation very sluggish; radial pulse and apical impulse 35 to 40 per innute; marked jugular pulsation, especially on the right side, at about twice the rate of the apical beat and radial pulse; apex beat in sixth interspace, 11 in. outside nipple line, heaving in character, accompanied on auscultation by a faint blowing bruit. Probably some paresis of the orbiculares palpebrarum et oris; cranial nerves otherwise normal, except spinal accessory. Atrophic paresis of the sterno-mastoids, trapezii, and other neck muscles; also of spinati, pectorales, deltoids, and all the upper and forearimi groups in varying degrees. Very slight weakness of the recti abdominis, but very little or no impairment of power in the lower extremaities, where there is no evidence of atrophy; gait normal; no ataxy; no spasticity. Sensibility, cutaneous and deep, normal. All deep reflexes rather brisker than normal, both in arins and legs. The superficial reflexes are present and healthy in type ; no sphincter trouble.
The electrical examiiination of the affected muscles shows polar change in all, and slight R.D. in a few.
During the two mlonths he has been in hospital there has been milarked recovery in power as well as considerable improvement in the circulatorv conditions, althoug,h the pulse has never exceeded 45 per minute.
DISCUSSION.
Dr. FARQUHAR BtUZZARD desired to ask what, if any, relation there was between the cardio-vascular condition in that patient and the muscular atrophy, which latter did not conform to any known type. He did not think there was any evidence of the paralysis being due to peripheral neuritis, and it was not the common progressive muscular atrophy of spinal origin, because it had had very remarkable remissions, and had not followed that disease in distribution. Could the cardio-vascular condition cause such an atrophy in a case where something was known to be wrong with the circulation, and was the heart-block due to central or to local influences ? Secondly, did the state of the man's circulation give rise to changes in the anterior horn-cells, and thus cause the muscular atrophy? The man had improved in an extraordinary way under treatment, chiefly rest and m4ssage. When he came in he complained very much of cyanosis and coldness of hands and feet, but now that his circulation had improved there were no suclh complaints. Coincidently there was improvement in the muscular condition.
Dr. L. GUTHRIE asked whether Dr. Buzzard could throw any light on the association of muscular atrophy with the heart-block. He mentioned that there were cramps in the legs, and apparently the circulation was bad. It had therefore occurred to him that there might be a condition of obliterative arteritis in different parts. Such a condition might conceivably cause some wasting of muscles, and as circulation became restored those muscles might 42 Buzzard: Heart-block with Remittent Atrophic Paralysis recover. He did not think the atrophy would fit in with a spinal or neuritic condition. Dr. BUZZARD, in reply, said the theory which Dr. Guthrie put forward did occur to him, but he decided against it chiefly because of the symmetry of the symptoms. It would be curious if, with so many lesions associated witli muscular arteries, there should be no symptoms arising from arterial obliteration in any other organ, or even on the sensory side. He did not agree witli Dr. Guthrie that they could not be associated with a spinal condition. He contended that the muscles wasting and becoming weak and then recovering fitted in very well with the cell changes, which might presumably take place under the influence of local anawmia. He had been particularly interested in what Dr. Mackenzie said about temporary remissions in the condition of the heart in such cases as these.
The following is a synchronous tracing of the radial and jugular pulse in Dr.-2Buzzard's case, taken by Dr. James Mackenzie a few days after the meeting, together with his observations upon it. The auricle and ventricle pursue independent rhythms-about five auricular to three ventricular beats-implying complete dissociation. This practically puts out of court the possibility of vagus stimulation, because the vagus cannot produce complete dissociation for so long a period. One is forced, therefore, to the conclusion that there is a lesion of the auriculo-ventricular bundle, and if it is connected with the paralysis it must be through some general cause, such as syphilis. I have never seen so big waves due to the auricle; from the intercalated diagrams representing the auricles and ventricles you will see that the big beats fall during some -part of the ventricular systole and the small beats during diastole. . . . The first sound of the heart varies in a very interesting mlanner. itt is at times scarcely perceptible, then it becomes very sharp and distinct. This latter always occurs with the big wave in the jugular-that is to say, when auricles and ventricles contract together."
